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Mr. WAXMAN. How can you as a chief executive of a company §
manufacturing a product that has been accused of killing so many §
people, not know this information? How is it? A

Mr. JAMES JOHNSTON. I'm telling you that number is generated 1
by a computer and it makes two important assumptions. The first '
is that virtually everyone that smokes and dies, dies because they - §
smoke unless they got run over by a bus. And, second, that mode] 1
allows people to die one, two, three, four times. I don’t know how
that can happen. But that is what that model does. :

Mr. WAXMAN. Well, I'm struck by the overwhelming scientific
agreement on the dangers of smoking. The U.S. Public Health j
Service, the Surgeon General, the Food and Drug Administration, i
the World Health Organization, The National Cancer Institute, the K.
American Medical Association. I guess, all of these groups you
would call the anti-tobacco industry. They all say it’s hazardous. ]
The experts also agree that smoking causes heart disease. Do you %
agree that smoking causes heart disease? :

Mr. JAMES JOHNSTON. It may.

Mr. WAXMAN. OK. They agree that smoking causes lung cancer,
do you agree? 4

Mr. JAMES JOHNSTON. It may.

Mr. WaxMAN. Do you know whether it does?

Mr. JAMES JOHNSTON. I do not know.

Mr. WaxMAN., Why not?

Mr. JAMES JOHNSTON. Because all of that is—— X

Mr. WAXMAN. Proprietary?

Mr. JAMES JOHNSTON [continuing]. Statistically generated data.
It is epidemiological as opposed to empirical. There have been no’f
laboratory studies which have been able to confirm any statis-}
tic—— i

Mr. WAXMAN. My colleague, John Bryant, said in his opening
statement, his grandfather smoked all of his life and died of lung§
cancer. Do you think that lung cancer was caused by smoking?

Mr. JAMES JOHNSTON. I don’t know, Mr. Chairman. ;

Mr. WaxXMAN. OK. The medical experts agree that smoking}
causes emphysema. Do you agree? A

Mr. JAMES JOHNSTON. It may. 1
. Mr. WaAXMAN. They agree that smoking causes bladder cancer;:
stroke, and low birth weight. Do you agree? 9

Mr. JAMES JOHNSTON. It may. 4

Mr. WAXMAN. Mr. Tisch, I want to move to you for a moment
In a deposition last year, you were asked whether cigarette smok-}
ing causes cancer. Your answer was, quote, “I don’t believe so.” Do}
you stand by that answer today? ‘

Mr. TiscH. Yes, Sir.

Mr. WAXMAN. Do you understand how isolated you are in th.
belief from the entire scientific community?

Mr. TiscH. I do, Sir. /

Mr. WAXMAN. You are the head of a manufacturer of a product}
that’s been accused by the overwhelming scientific community ¢4
cause c;mcer, and you don’t know? Do you have an interest in ﬁn
ing out? j

Mr. TiscH. I do, Sir. Yes.

Mr. WAXMAN. And what have you done to pursue that intere
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Mr. TiscH. We have looked at the data, and the data that we
have been able to see has all been statistical data that has not con-
vinced me that smoking causes death.

Mr. WAXl\&AN. Mr. Campbell, you were also deposed. And you
said, quote, “To my knowledge it has not been proven that cigarette
smoking causes cancer.” This is a rather passive and puzzling ap-
proach, especially in light of the consensus not by some but all of
the scientific community. Will you ever be convinced? What evi-
dence are you waiting for? And let’s have the microphone passed
over,

Mr. CAMPBEI._.L. Yes, I may be convinced. We don’t know what
causes cancer, in general, right now, so I think that we may find
out what causes cancer, and we may find out some relationship
which has yet to be proven. ’

Mr. WAXMAN. I must say, this is rather a passive approach. Don't
you feel you have an obligation, the same obligation that every
other consumer company has to determine whether you are causing
harm, and to take steps to minimize that harm? You are not meet-
ing that responsibility.

And it’s clear your views on the health impact of cigarettes are
out of step with the overwhelming scientific evidence, If all the
medical people, who don’t work for you, say it causes cancer, what
more do you need to understand that that is the case, and accept
it, and then try to work constructively to try to see if we can avoid
that terrible tragedy to so many people?

Mr. CAMPBELL. Is there a question, Sir?

Mr. WAXMAN. That’s the question.

Mr. CAMPBELL. I'm sorry, it was too long for me to——

Mr. WaxMaN. Well, I think the point I'm making is that all of
you have some responsibility not simply to say you don’t know
even when the .overwhelming weight of scientific evidence is
against you. I think you have an obligation to know. In my view
at the center of the entire debate over tobacco is nicotine. This in-
gredient in tobacco has an enormous impact on humans.
ti At our last hearing, Mr. Spears told the subcommittee that nico-
fne_ 1 an important ﬂayor. In contrast, Dr. Kessler said the taste
O_t{ncotme 18 actually bitter, and can be replicated through the ad-
. lon of pepper. Dr. Kessler also told the subcommittee that he

as unaware of any purpose for the inclusion of nicotine in a to-
s'acco product except for it’s addictive effect. Yet Mr. Spears in-
lsteigatott{le s_t;bcoxtr;m}littee that nicotine was a flavor.

. vant to cite, at this point, a document entitled, “Tobacco Fla-
VOPIRg for Smoking Products.” The document was published by the
red ey;mlds Tobacco Company in 1972. The document lists hun-
tastes of potential flavorings for. tobacco, and rates them for smoke
is listagd smoke aroma. But neither nicotine nor nicotine sulphate

is €a as an additive. Am I missing something, Mr. Johnston?
ineh (I)S RJ Reynqlds. Why wasn't nicotine listed as a tobacco flavor-

&8¢ Or do you disagree with Mr. Spears?
thinll; iIAMES JOHNSTON. I would want to see the document, but I
Naturs] can give you the general answer to that. Nicotine is the
addeg: component of tobacco leaf, and therefore would not be an

Ingredient. Nicotine sulphate, as everyone here has testified,
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is required by the Bureau of Alcohol, Tobacco, and Firearms in
miniscule quantities.

Mr. WAXMAN. So you say it’s not a flavor because it wasn’t
added?

Mr. JAMES JOHNSTON. That was a document, as I recall, that ad-
dresses flavors and aromas.

Mr. WAXMAN. So you submit then that it is not listed as a flavor
in your company’s document, because it’s a natural ingredient in
the tobacco?

Mr. JAMES JOHNSTON. I would have to look at that document, un-
derstand what it's purpose and intent is. I'm trying to give you a
generalized answer to a publication 22 years old.

Mr. WaxXMaN. Well, we’re going to move on. We'll get back to
some of these issues. Mr. Bliley?

Mr. BLILEY. Mr. Campbell, allegations have been made that the
cigarette industry adds or controls nicotine to hook smokers. But
it seems inconsistent with a number of facts, including Philip Mor-
ris’ development of a virtually nicotine-free cigarette. Did Philip
Morris spend about $200 million in the late 1980’s building a plant
capable of producing denicotinized tobacco in commercial quan-
tities?

Mr. CaMPBELL. On expenses and in promoting and trying to sell
the product, yes, sir.

Mr. BLiLEy. It Philip Morris a long time to develop a denico-
tinized cigarette, isn’t that because the technology for selectively
removing nicotine from tobacco was unavailable until recently?

Mr. CAMPBELL. It was very unusual technology. When we ac-
quired the Maxwell House Company, we saw their decaffeination
process over in Europe. And it’s a very selective type of process,
and we were able to take out the nicotine without taking out a lot
of other things, so we applied that technology, yes, sir.

Mr. BLILEY. Am I correct that between 1986 and 1989 Philip
Morris research and development team, working with a marketing
team, tested different blends using denicotinized tobacco in an at-
tempt to produce a cigarette with all the other desirable properties
of cigarettes, but no nicotine?

Mr. CAMPBELL. Innumerable man hours, sir. That work actually
still continues today.

Mr. BLILEY. My understanding is that Philip Morris denicotized
cigarettes failed in marketplace because consumers didn’t like the
way they tasted, is that correct?

Mr. CAMPBELL. That’s exactly correct. People found them a little
bit lacking in taste and flavor. And the other word they used was
“flat,” which relates to, I guess, mouth impact. Nicotine seems to
have an impact that’s like carbonation in a soda.

Mr. BLILEY. Mr. Johnston, didn’t you have a similar experience
with your so-called, well, your tobacco-free cigarette, Premier?

Mr. JAMES JOHNSTON. We were not able to provide the level of
taste that smokers expected. We continue to do a lot of——

Mr. BLILEY. I know my wife is a smoker. I took a pack of your
cigarettes, those, home and she took three puffs, put it down never
to pick it up again. She said it tasted terrible.
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Mr. JAMES JOHNSTON. Sometimes the greatest attempts -
nology fail to provide consumers with gwrhat they wa%t aé:e’g;?lse
whatever advantages that product might bring. ’

Mr. BLILEY. Mr. Campbell, aside ?rom taste, wasn’t the initial
failure of Next also attributable to the fact that there were already
a number of brands on the market with virtually no nicotine, and
consumers therefore did not perceive the even greater reduction of
nicotine in Next as a selling point?

Mr. CAMPBELL. That’s correct. There is some major brands that
have under one milligram of tar and under 0.1 milligrams of nico-
tine, so that made the competitive marketplace difficult.

Mr. BLILEY. Do you think the marketing of Next was hindered
133'1)1, Ic)letll'?%nt?hfmrlr} the tCoalitfi‘on on Smoking OR Health which ar-
e a e elimination of nicotine from i
drug under the food and drug laws? the product made it a
~ Mr. CAMPBELL. Yes. And I think Mr. Johnston pointed out the

irony of that in his prepared remarks.

Mr. BLILEY. Did members of the Coalition on Smoking OR
Health ironically argue to the FDA that Philip Morris’ denicotized
Next cigarettes posed a greater health hazard to smokers than or-
dinary cigarettes?

Mr. CAMPBELL. That’s exactly correct, sir.

Mr. BLILEY. Isn'’t that petition position totally contrary to what
they and Dr. Kessler are now saying, which is that products with-
out nicotine should be the only ones allowed in the marketplace?
_ Mr. CA_MPB_ELL. Yes. I think, as many of my colleagues said, there
:iso great tg;(')mes héare. V\ée do sorr;lething and we get—for it, and we

something and we do something els —
weﬁ. Slo3, it’s difficult for us, sir. § else and we get—for that as

r. BLILEY. What was Philip Morris’ objective i ing it’
dell\lllicogzed Next ooreas b p s’ objective in marketing it’s

r. CAMPBELL. Our objective was to try to get a piece of th -
ketplace, because we try to provide wha?t,;he gublicpwants. © mar

Mr. B’LILEY. When you say, “a piece of the marketplace,” you
know, I've heard different figures, but 1 percent in the market.-
place, of all sales of cigarettes, what does that mean in dollars?

Mr. CAMPBELL. Oh, I guess, about $150 million, sir.
th?x/ﬁ; BLILEY. So that’s a reason to be very competitive, I would

II:II/IL %AMPBELi\I/f I tt‘ih%'lnk it is, yes, sir.

I. BLILEY. Mr. Johnston, at last week’s hearing, data -
sented from the Surgeon General's Report whichg showe(‘lv z;s 352-
matic reduction in tar and nicotine levels over 30 years. Dr.
Kessler, during his testimony, showed us several graphs which
showed us dramatically different results. His graphs showed nico-
tine Increasing, and tar decreasing over the period 1982-1991.

First, let’s examine the first graph, which is taken from the 1989
Surgegn General’s Report. This graph documents the decline of tar
and nicotine from the 1950’s to the 1990’s. For both tar and nico-
tine there has been a 69 percent reduction

[The graphs referred to follow:]
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Mr. BLILEY. This graph shows that nicotine levels are a function

As % of 1982 Levels

Sales-Weighted Average “Tar” and Nicotine

of tar levels in tobacco. When tar levels are set, nicotine levels fol-
low. And as the manufacturers have reduced their tar levels over
the years, nicotine levels have correspondingly fallen.

Now, the second chart, which is taken from Dr. Kessler's testi-

the differences in these graphs?

Mr. JAMES JOHNSTON. Yes, Congressman, I can. First, going back
to the Surgeon General’s data, which were presented at the pre-
vious hearing, we went back—the Surgeon General’s data, David,
please?

Just to make sure that those data were correct, we went back
and selectively recalculated data. Our data were exactly in line
with the Surgeon General’s data which show a steady and quite re-
markable decline in tar and nicotine deliveries. Certainly not an in-
dication of increasing nicotine or addiction, or any of that sort of
thing, with a 65 percent reduction in nicotine, a 67 percent reduc-
tion in tar, based on what people are actually smoking in the Unit-
ed States.

The FDA chart was quite startling and amazing to us, and so we
set about immediately to try to reconstruct those data. We con.

Nicotine

Source: FTC Data/TITL Data and Maxwell Market Reports

YEAR

tine, low tar, and ultra low tar.

We went back and calculated for that 10 year period every single
one of the 500 brand styles times their exact tar and nicotine num-
ber, times their exact sales in the marketplace. So, if you'll show
chart three? This is precisely what Americans smoked on average
for that 10 year period. And what you see, and what we ex ected
to see, and what we have now confirmed, is that both tar an nico-
tine levels did decline during that period.

You do get changes year to year because we are dealing with an
agricultural crop, based on sunlight, and rain, and win(i and all
those sorts of things. Nicotine naturally varies year to year, so you

them with our calculations, and we have offered to be any help we

can.

But it was Dr. Kessler’s chart that was picked up by every news-
Paper in this country, and on television, as the proof that we were
manipulating nicotine, and it was wrong.

Mr. BLILEY. When you say, Mr. Johnston, that sunlight, moisture
vary the amount of nicotine in a stalk of tobacco, what kind of vari-
ance do you get from, say, a very dry summer, a hot summer, to
a relatively cool summer, and a wet summer?

Mr. JAMES JOHNSTON. Mr. Congressman. You have just gone be-
yond my technical ability to answer that question. Mr. Schindler?

Mr. SCHINDLER. I don’t know the exact numbers, but my under-
standing is that the ratio of nicotine to weight in the leaf varies
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according to the rainfall in the growing season. The amount of nico-
tine in a leaf is essentially the same regardless of the size and
weight of the leaf. In a dry season, the leaf is smaller so it has
more nicotine relative to the smaller size and weight of the leaf.
In a wet season, the leaf is larger so it has less nicotine relative
to the larger size and weight of the leaf.

Mr. WaxMaN. Thank you, Mr. Bliley, we'll have to get that state-
ment reiterated for the record. I don’t know if it was picked up.
You'll see later if it was on the record.

Mr. Wyden?

Mr. WYDEN. Thank you, Mr. Chairman. Just before we go to the
subject of my questioning, I know that the witnesses want to turn
this to the battle of the charts, I guess, with respect to Dr. Kessler
and the FDA. We're going to get into it later, but we believe that
the chart in question, with respect to the FDA, is an accurate one,
and we'll get into it a little bit later.

Let me begin my questioning on the matter of whether or not
nicotine is addictive. Let me ask you first, and I'd like to just go
down the row, whether each of you believes that nicotine is not ad-
dictive. I heard virtually all of you touch on it. Yes or no, do you
believe nicotine is not addictive?

Mr. CaMPBELL. I believe nicotine is not addictive, yes.

Mr. WYDEN. Mr. Johnston?

Mr. JAMES JOHNSTON. Mr. Congressman, cigarettes and nicotine
clearly do not meet the classic definition of addiction. There is no
intoxication.

Mr. WYDEN. We'll take that as a “no.” Again, time is short. I
think each of you believe that nicotine is not addictive. We would
just like to have this for the record.

4 Mr. TaDDEO. I don’t believe that nicotine or our products are ad-
ictive.

Mr. TiscH. I believe that nicotine is not addictive.

Mr. HORRIGAN. I believe that nicotine is not addictive.

Mr. SANDEFUR. I believe that nicotine is not addictive.

Mr. DONALD JOHNSTON. And I, too, believe that nicotine is not
addictive.

Mr. WYDEN. Dr. Campbell, I assume that you are aware that
your testimony, and you said in your testimony that nicotine is not
addictive is contradicted by an overwhelming number of authorities

and associations. For example, in 1988, the Surgeon General of the
United States wrote an entire report on this topic. The Surgeon
General, of course, is the chief health advisor to our government.
I assume that you have reviewed that report?

Mr. CAMPBELL. Yes, I have, Sir.

Mr. WYDEN. All right. Exhibit 1 excerpts from the report. And
I'm going to ask the clerk from our committee to give you an ex-
hibit. And I would ask unanimous consent, Mr. Chairman, to put
this exhibit into the record as well?

Mr. WAXMAN. Without objection, that will be the order.

[Testimony resumes on p. 640.]

[Exhibit No. 1 follows:]
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T Exhibit 1
THE HEALTH CONSEQUENCES OF SMOKING: NICOTINE ADDICTION
(A Report of the Surgeon General)

FOREWORD

This 20th Report of the Surgeon General on the health conse-

quences of tobacco use provides an additional important piece of
evidence concerning the serious health risks associated with using
tobacco.
. The subject of this Report, nicotine addiction, was first mentioned
in the 1964 Report of the Advisory Committee to the Surgeon
General, which referred to tobacco use as “habituating.” In the
landmark 1979 Report of the Surgeon General, by which time
considerably more research had been conducted, smoking was called
“the prototypical substance-abuse dependency.” Scientists in the
field of drug addiction now agree that nicotine, the principal
pharmacologic agent that is common to all forms of tobacco, is a
powerfully addicting drug.

Recognizing tobacco use as an addiction is critical both for treating
the tobacco user and for understanding why people continue to use
tobacco despite the known health risks. Nicotine is a psychoactive
drug with actions that reinforce the use of tobacco. Efforts to reduce
tobacco use in our society must address all the major influences that
encourage continued use, including social, psychological, and phar-
macologic factors.

After carefully examining the available evidence, this Report
concludes that:

o Cigarettes and other forms of tobacco are addicting.

e Nicotine is the drug in tobacco that causes addiction.

¢ The pharmacologic and behavioral processes that determine

tobacco addiction are similar to those that determine addiction
to drugs such as heroin and cocaine.

We must recognize both the potential for behavioral and pharma-
cqlogic treatment of the addicted tobacco user and the problems of
withdrawal. Tobacco use is a disorder which can be remedied
through medical attention; therefore, it should be approached by
health care providers just as other substance-use disorders are
approached: with knowledge, understanding, and persistence. Each
health care provider should use every available clinical opportunity
to encourage or assist smokers to quit and to help former smokers to
maintain abstinence.
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To maintain momentum toward a smoke-free society, we also must
take steps to prevent young people from beginning to smoke. First,
we must insure that every child in every school in this country is
educated as to the health risks and the addictive nature of tobacco
use. Most jurisdictions require that school curricula include preven-
tion of drug use; therefore, education on the prevention of tobacco
use should be included in this effort. Second, warning labels
regarding the addictive nature of tobacco use shouid be required for
all tobacco packages and advertisements. Young people in particular
may not be aware of the risk of tobacco addiction. Finally, parents
and other role models should discourage smoking and other forms of
tobacco use among young people. Parents who quit set an example
for their children. _

Smoking continues to be the chief preventable cause of premature
death in this country. Nicotine has addictive , >perties which help
to sustain widespread tobacco use. It is gratifying to see the decline
in reported smoking prevalence and cigarette consumption in the
United States during the past 25 years. However, we cannot expect
to see a sustained decline in rates of smoking-related cancers,
cardiovascular disease, and pulmonary disease without sustained
public heaith efforts against tobacco use.

The Public Health Service is committed to preventing tobacco use
among youth and to promoting cessation among existing smokers.
We hope that this Report will assist the health care community,
voluntary health agencies, and our Nation’s schools in working with
us to reduce tobacco use in our society.

Robert E. Windom, M.D.
Assistant Secretary for Health
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PREFACE

This Report of the Surgeon General is the U.S. Public Health
Service’s 20th Report on the health consequences of tobacco use and
the 7th issued during my tenure as Surgeon General. Eighteen
Reports have been released previously as part of the health
consequences of smoking series; a report on the health consequences
of using smokeless tobacco was released in 1986.

Previous Reports have reviewed the medical and scientific evi-
dence establishing the health effects of cigarette smoking and other
forms of tobacco use. Tens of thousands of studies have documented
that smoking causes lung cancer, other cancers, chronic obstructive
lung disease, heart disease, complications of pregnancy, and several
other adverse health effects.

Epidemiologic studies have shown that cigarette smoking is
responsible for more than 300,000 deaths each year in the United
States. As I stated in the Preface to the 1982 Surgeon General's
Report, smoking is the chief avoidable cause of death in our society.

From 1964 through 1979, each Surgeon General's Report ad-
dressed the major health effects of smoking. The 1979 Report
provided the most comprehensive review of these effects. Following
the 1979 Report, each subsequent Report has focused on specific
populations (women in 1980, workers in 1985), specific diseases
(cancer in 1982, cardiovascular disease in 1983, chronic obstructive
lung disease in 1984), and specific topics (low-tar, low-nicotine
cigarettes in 1981, involuntary smoking in 1986).

This Report explores in great detail another specific topic: nicotine
addiction. Careful examination of the data makes it clear that
cigarettes and other forms of tobacco are addicting. An extensive
body of research has shown that nicotine is the drug in tobacco that
causes addiction. Moreover, the processes that determine tobacco
addiction are similar to those that determine addiction to drugs such
as heroin and cocaine.

Actions of Nicotine

All tobacco products contain substantial amounts of nicotine.
Nicotine is absorbed readily from tobacco smoke in the lungs and
from smokeless tobacco in the mouth or nose. Levels of nicotine in

idi




632

the blood are similar in magnitude in people using different forms of
tobacco. Once in the blood stream, nicotine is rapidly distributed
throughout the body. . .

Nicotine is a powerful pharmacologic agent that acts in a variety
of ways at different sites in the body. After reaching the blogd
stream, nicotine enters the brain, interacts with specific receptors in
brain tissue, and initiates metabolic and electrical activity in the
brain. In addition, nicotine causes skeletal muscle relaxation and
has cardiovascular and endocrine (i.e., hormonal) effects.

Human and animal studies have shown that nicotine is the agent
in tobacco that leads to addiction. The diversity and strength of its
actions on the body are consistent with its role in causing addiction.

Tobacco Use as an Addiction

Standard definitions of drug addiction have been adopted by
various organizations including the World Health Organization and
the American Psychiatric Association. Although these definitions
are not identical, they have in common several criteria for establish-
ing a drug as addicting. ; B

The central element among all forms of drug addiction is that the
user’s behavior is largely controlled by a psychoactive substance (i.e.,
a substance that produces transient alterations in mood that are
primarily mediated by effects in the brain). There is often com_pul-
sive use of the drug despite damage to the individual or to society,
and drug-seeking behavior can take precedence over other impomt
priorities. The drug is “reinforcing”—that is, the pharma'cologlc
activity of the drug is sufficiently rewarding to maintain self-
administration. “Tolerance” is another aspect of drug addiction
whereby a given dose of a drug produces less effect or increasing
doses are required to achieve a specified intensity of response.
Physical dependence on the drug can also occur, and is characterizef.l
by a withdrawal syndrome that usually accompanies drug absti-
nence. After cessation of drug use, there is a strong tendency to
relapse. o

This Report demonstrates in detail that tobacco use and nicotine
in particular meet all these criteria. The evidence for these ﬁnd.ings
is derived from animal studies as well as human observations.
Leading national and international organizations, including the
World Health Organization and the American Psychiatric Associa-
tion, have recognized chronic tobacco use as a drug addiction.

Some people may have difficulty in accepting the notion that
tobacco is addicting because it is a legal product. The word
“addiction” is strongly associated with illegal drugs such as cocaine
and heroin. However, as this Report shows, the processes that

iv
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determine tobacco addiction are similar to those that determine
addiction to other drugs, including illegal drugs.

In addition, some smokers may not believe that tobacco is
addicting because of a reluctance to admit that one’s behavior is
largely controlled by a drug. On the other hand, most smokers admit
that they would like to quit but have been unable to do so. Smokers
who have repeatedly failed in their attempts to quit probably realize
that smoking is more than just a simple habit.

Many smokers have quit on their own (“spontaneous remission”)
and some smokers smoke only occasionally. However, spontaneous
remission and occasional use also occur with the illicit drugs of
addiction, and in no way disqualify a drug from being classified as
addicting. Most narcotics users, for example, never progress beyond
occasional use, and of those who do, approximately 30 percent
spontaneously remit. Moreover, it seems plausible that spontaneous
remitters are largely those who have either learned to deliver
effective treatments to themselves or for whom environmental
circumstances have fortuitously changed in such a way as to support
drug cessation and abstinence.

Treatment

Like other addictions, tobacco use can be effectively treated. A
wide variety of behavioral interventions have been used for many
years, including aversion procedures (e.g., satiation, rapid smoking),
relaxation training, coping skills training, stimulus control, and
nicotine fading. In recognition of the important role that nicotine
plays in maintaining tobacco use, nicotine replacement therapy is
now available. Nicotine polacrilex gum has been shown in controlled
trials to relieve withdrawal symptoms. In addition, some (but not all)
studies have shown that nicotine gum, as an adjunct to behavioral
interventions, increases smoking abstinence rates. In recent years,
multicomponent interventions have been applied successfully to the
treatment of tobacco addiction.

Public Health Strategies

The conclusion that cigarettes and other forms of tobacco are

addicting has important implications for health professionals, educa- _

tors, and policy-makers. In treating the tobacco user, health profes-
sionals must address the tenacious hold that nicotine has on the
body. More effective interventions must be developed to counteract
both the peychological and pharmacologic addictions that accompa-
ny tobacco use. More research is needed to evaluate how best to treat
those with the strongest dependence on the drug. Treatment of
tobacco addiction should be more widely available and should be

v




634

considered at least as favorably by third-party payors as treatment of
alcoholism and illicit drug addiction.

The challenge to health professionals is complicated by the array
of new nicotine delivery systems that are being developed and
introduced in the marketplace. Some of these products are produced
by tobacco manufacturers; others may be marketed as devices to aid
in smoking cessation. These new products may be more toxic and
more addicting than the products currently on the market. New
nicotine delivery systems should be evaluated for their toxic and
addictive effects; products intended for use in smoking cessation also
should be evaluated for efficacy.

Public information ampaigns should be developed to increase
community awareness of the addictive nature of tobacco use. A
health warning on addiction should be rotated with the other
warnings now required on cigarette and smokeless tobacco packages
and advertisements. Prevention of tobacco use should be included
along with prevention of illicit drug use in comprehensive school
health education curricula. Many children and adolescents who are
experimenting with cigarettes and othe: :orms of tobacco state that
they do not intend to use tobacco in later years. They are unaware of;
or underestimate, the strength of tobacco addiction. Because this
addiction almost always begins during childhood or adolescence,
children need to be warned as early as possible, and repeatedly
warned through their teenage years, about the dangers of exposing
themselves to nicotine.

This Report shows conclusively that cigarettes and other forms of
tobacco are addicting in the same sense as are drugs such as heroin
and cocaine. Most adults view illegal drugs with scorn and express
disapproval (if not outrage) at their sale and use. This Nation has
mobilized enormous resources to wage a war on drugs — illicit drugs.
We should also give priority to the one addiction that is killing more
than 300,000 Americans each year.

We as citizens, in concert with our elected officials, civic leaders,
and public health officers, should establish appropriate public
policies for how tobacco products are sold and distributed in our
society. With the evidence that tobacco is addicting, is it appropriate
for tobacco products to be sold through vending machines, which are
easily accessible to children? Is it appropriate for free samples of
tobacco products to be sent through the mail or distributed on public
property, where verification of age is difficult if not impossible?
Should the sale of tobacco be treated less seriously than the sale of
alcoholic beverages, for which a specific license is required (and
revoked for repeated sales to minors)?

In the face of overwhelming evidence that tobacco is addicting,
policy-makers should address these questions without delay. To
achieve our goal of a smoke-.ree society, we must give this problem
the serious attention it deserves.

C. Everett Koop, M.D., Sc.D.
Surgeon General
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Chapter II: Nicotine: Pharmacokinetics, Metabolism, and Phar-
macodynamics

1. All tobacco products contain substantial amounts of nicotine
and other alkaloids. Tobaccos from low-yield and high-yield
cigarettes contain similar amounts of nicotine.

2. Nicotine is absorbed readily from tobacco smoke in the lungs
apd from smokeless tobacco in the mouth or nose. Levels of
nicotine in the blood are similar in magnitude in people using
different forms of tobacco. With regular use, levels of nicotine
accumulate in the body during the day and persist overnight.
Thus, daily tobacco users are exposed to the effects of nicotine
for 24 hr each day.

3. Nicotine that enters the blood is rapidly distributed to the
brain. As a result, effects of nicotine on the central nervous
system occur rapidly after a puff of cigarette smoke or after
absorption of nicotine from other routes of administration.

4. A‘cute and chronic tolerance develops to many effects of
nicotine. Such tolerance is consistent with reports that initial

13
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Mr. WYDEN. We'll wait just a moment, Dr. Campbell, so that you
can have the exhibit.

All right. At page 4, you'll note that the Surgeon General lays
out the standard definition of drug addiction that’s been adopted by
various organizations, including the World Health Organization
and the American Psychiatric Association.

Here is what the Surgeon General said, with respect to the ele-
ments, on drug addiction. First, the central element among all
forms of drug addiction is that the behavior of the user is largely
controlled by a psychoactive substance. Second, there is often com-
pulsive use of the drug despite damage to the individual or to soci-
ety. And drug-seeking behavior can take precedence over other im-
portant priorities.

Third, the drug is reinforcing. That is, it is the pharmacologic of
the drug is sufficiently rewarding to maintain self-administration.
Fourth, tolerance is another aspect of drug addiction, whereby a
given dose of the drug produces less effect, or increasing doses are
required to achieve a specified intensity of response.

Fifth, the physical dependence on the drug can also occur, and
is characterized by withdrawal syndrome that usually accompanies
drug abstinence. Six, after cessation of drug use, there is a strong
tendency to relapse.

Now, the Surgeon General goes on to state, and I quote, “This
report demonstrates in detail that tobacco use and nicotine, in par-
ticular, meet all these criteria.”

Do you still disagree with the conclusion of the Surgeon General?

Mr. CAMPBELL. 1 have a common sense definition of addiction
which tells me that, first of all, 'm a smoker and I'm not a drug
addict. And, basically, I can function in quite a normal way, my
judgment is not impaired, I like most smokers don’t have an indica-
tion of—there is no indication that there is tolerance at play here.
People smoke the same amount—

Mr. WYDEN. We'll say you disagree because time is short.

Mr. CamMpBELL. OK, fine. Thank you.

Mr. WYDEN. In Chapter 4, the Surgeon General reaches the fol-
lowing conclusions. They appear on page 14 of this same exhibit.
First, cigarettes and other forms of tobacco are addicting, patterns
of tobacco use are regular and compulsive, and a withdrawal syn-
drome usually accompanies tobacco abstinence. Are you familiar
with this statement by the Surgeon General?

Mr. CAMPBELL. I’'m just catching up to you, sir. I'm sorry Con-
gressman Wyden. Would you—

Mr. WYDEN. Do you disagree with that statement from the Sur-
geon General?

Mr. CAMPBELL. I think that it is rather ironic that the Surgeon
General in 1964 did not conclude that cigarettes were addictive,
and then in 1988 he seems to have changed his mind. I stick by
my common sense definition. I really, you know, I think that these
kind of comparisons with heroine, and cocaine, and hard drugs, are
really not applicable.

Mr. WYDEN. Hopefully, we'll get a yes or no answer to some of
these questions.

Mr. CAMPBELL. OK.
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Mr. WYDEN. And TI'd like to stick to that. Now, the Surgeon Gen-
eral goes on to state that nicotine is the drug in tobacco that causes
addiction. Specifically, nicotine is psychoactive, mood altering, and
can provide pleasurable effects. Nicotine can serve as a reinforcer
to motivate tobacco-seeking and tobacco-using behavior. Tolerance
develops such that repeat use results in diminished effect and be
accompanied by increased intake. Nicotine also causes physical de-
pendence, characterized by withdrawal syndrome that usually ac-

com%r;mies nicotine abstinence. Do you disagree with this state-
ment?

Mr. CAMPBELL. Yes, I do.

Mr. WX‘DEN. In Chapter 5, the Surgeon General concludes, and
I quote, “The pharmacologic and behavioral processes that deter-
mine tobacco addiction are similar to those that determine addic-
tion to drugs such as heroine and cocaine.” Am I correct that you
disagree with this statement as well?

Mr. CAMPBELL. Yes, I do. And I particularly—I think there is
some people, including some anti-tobacco people that disagree with
that, the characterization like heroine and cocaine.

Mr. WYDEN. Now, Dr. Campbell, the Surgeon General-——

Mr. CAMPBELL. I’rp not a doctor, sir, I'm sorry.

Mr. WYDEN. All right. Mr. Campbell, the Surgeon General is not
exactly out there by himself with respect to the scientific commu-
nity. Let me now give you Exhibit 2.

{Exhibits 2 and 3 follow:]




650

182 Psvchoactive Substance Use Disorders BN

presence of other smokers and the widespread availability of cigarettes. When efforts
to give up smoking are made, Nicotine Withdrawal may develop. .

Impairment. Since nicotine, unlike alcohal, rarely causes any clinically signiricam
state of intoxication, there is no impairment in social or occupational functioning as an
immedizate and direct consequence of its use.

Complications. The most common complications are b(onchitis, emphysema, car-
onary artery disease, peripheral vascular disease, and a variety of cancers. ;

Prevalence and sex ratio. A large proportion of the adult population of the United
States has Nicotine Dependence, the prevalence among males bemg greater than that
among females. Among teen-age smokers, males are affected approximately as often as

females. oL

Familial patlern. Cigarette smoking among first-degree biologic relatives of peqple "
with Nicotine Dependence is more common than among the general population.

Evidence for a genetic factor has been documented, but the effect is modest. TE

304.00 Opioid Dependence ,
305.50 Opioid Abuse

See Opioid-induced Organic Mental Disorders (p. 151) for a description of Opioid\”._,
Intoxication and Withdrawal. BN

This group includes natural opioids, such as heroin and morphine, and synthetics

with morphinelike actior, which act on opiate receptors. These compounds are pre- =

scribed as analgesics, anesthetics, or cough-suppressants. They include codeine,

hydromorphone, meperidine, methadone, oxycodone, and others. Several other com-

pounds that have both direct opiatelike agonist effects and antagonist effegts are
included in this class of substances because they often produce the same phys:ologlc
and behavioral effects as pure opioids, e.g., pentazocine and buprenorphme. Prescrip-
tion opiates are typically taken orally in pill form, but can also be taken mtravengusly;
herain is typically taken intravenously, but can also be taken .by nasal inhalation or
smoking. Regular use of these substances leads to remarkably high levels of tc_)lerar}ce.

Although methadone is included in this class, people properly sugemged ina
methadone maintenance program should not develop any of. the Op|0|d-|nduce§
Organic Mental Disorders. When the criteria for one of thesg dlagposes are met, this
indicates that there has been nonmedical use of methadone, in which case the appro-

Patterns of use. There are two patterns of development of depepdence and.alause.
In one, which is relatively infrequent, the person qriginally obtained an opioid by
prescription, from a physician, for the treatment of pain or g:ough-suppressnon, but has
gradually increased the dose and frequency of use on his or her own. The pers;m
continues to justify the substance use on the basis of treatment of symptoms, but
substance-seeking behavior becomes prominent, and the person may g0 to several
physicians in order to obtain sufficient supplies of the subst.ance. )

A second pattern that leads to dependence or abuse involves young people in
their teens or early 20s who, with a group of peers, use opioids obtained from illegal
sources. Some use an opioid alone to obtain a “high.” or euphoria. Others use these
substances in combination with amphetamines, cannabis, hallucinogens, or 'sedauve_s
to enhance the euphoria or to counteract the depressant effect of the opioid. In this

e
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Mr. WYDEN. It is a statement from the American Psychological
Association presented to this subcommittee in 1988. Now, the
American Psychological Association is, of course, a professional as-
sociation of psychologist, and it’s got 70,000 members. And they
agree with the Surgeon General’s conclusion, one, that cigarette
and other forms of tobacco are addicting, nicotine is the drug in to-
bacco that causes addiction, and it is the pharmacologic and behav-
ioral processes that determine tobacco addiction are similar to
those that determine addiction to drugs, again, such as heroine and
cocaine.

Are we correct in assuming that you disagree also with the
American Psychological Association?

Mr. CAMPBELL. Yes, I do. And a lot of other people do as well.

Mr. WYDEN. Now, we have a third group, the American Psy-
chiatric Association. And they have described, also, the addictive
properties of nicotine. The American Psychiatric Association has
39,000 members. I'd like to give you now Exhibit 3, it’s called the
Diainostic and Statistic Manual of Mental Disorders.

They recognize dependence as a psychoactive substance abuse
disorder. T'll let the staff give you this.

I quote here. “People with this disorder are often distressed be-
cause of their inability to stop nicotine use, particularly when they
have serious physical symptoms. In many cases they may experi-
ence a period of nicotine withdrawal lasting from days to weeks.
The relapse rate is greater than 50 percent in the first 6 months,
and at least 70 percent in the first 12 months.”

The American Psychiatric Association goes on to state, nicotine
withdrawal is, quote, “an organic mental syndrome and disorder.”
This disorder includes craving for nicotine, irritability, frustration
or anger, difficulty concentrating, restlessness, decreased heart
rate, increased appetite or weight gain.

Are we, again, correct in saying that you disagree with the Amer-
ican Psychiatric Association?

Mr. CamPBELL. I do. And, again, many of these symptoms that
are being described here are not accurate. And, you know, I stand
beside the fact that 90 percent of the 40 million smokers who have
quit have quit without any assistance.

Mr. WYDEN. Let’s just keep building this mountain of evidence,
if we could, from these medical experts because I'd like to refer you
to Exhibit 4 where the American Medical Association, has also
taken a position on the issue. They have 270,000 members who are
doctors. I assume that you are aware that the AMA has identified
nicotine as a drug of addiction. Do you disagree with the American
Medical Association as well?

Mr. CAMPBELL. I don’t have the documents, but I do not believe
that cigarette smoking is addictive.

Mr. WYDEN. All right. The World Health Organization, a fifth or-
ganization, has taken the position that nicotine is addictive. Just
so we get you this exhibit, they are, of course, the premier inter-
national public health crganization.

[Exhibits 4 and 5 follow:]
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Mr. WYDEN. They have stated that nicotine administration can
lead to tolerance and physiological dependence. The withdrawal
syndrome includes a craving for nicotine, impaired ability to con-
centrate, disruptive cognitive performance, mood changes, impaired
brain function. Am I correct in saying that you disagree with this
organization as well?

Mr. CAMPBELL. Yes, that’s correct. And would you like to hear
some scientific opinion on this from my standpoint as well, or not?

Mr. WYDEN. Why don’t—if you could state it briefly, that'd be
fine. You know, to me, the evidence, from the medical experts is
overwhelming. It is unanimous. And what we will have seen in the
course of the hearing that we even see the results of suppressed
industry research that demonstrates addiction.

And I'm really struck by the fact that if you just go ask your cus-
tomers, you'll find that this is addictive. Again, and again, I hear
from smokers at home saying that they just cannot stop.

And yet in spite of this enormous amount of evidence that nico-
tine is addictive, in spite of the fact that all of these recognized
medical leaders in a unanimous fashion say that nicotine is addict-
ive, you all come before us and say, no.

So I would be happy to hear any arguments you have that sup-
port your point of view?

Mr. CAMPBELL. Would you like to hear from my scientist, sir?

Mr. WYDEN. Mr. Chairman? That would be fine by me?

Mr. CAMPBELL. Dr. Ellis, would you comment on the definitions
of addiction?

Ms. ELLIS. Yes, Mr. Wyden. I think at issue here is a scientific
definition of addiction. I do not believe that there is a consensus
in the scientific community on the criteria necessary to classify a
substance as additive. And, in fact, the lay community freely asso-
ciates the word “addictive” to food substances such as chocolate and
exercise. Therefore, it is a very complicated question which re-
quires an extremely complicated answer.

The psychologists are not pharmacologists, nor are the medical
community pharmacologists. The strict pharmacological definition
of addiction involves three different criteria. They are, intoxication,

physical dependence, and tolerance. And to my knowledge there is §

no evidence that nicotine or cigarette smoking plays in any of these !

definitions.

Mr. WYDEN. Tell me, if you would, because we have thousands 1

of medical experts coming to us and saying nicotine is addicting.

Certainly the Surgeon General, with a full report on the subject
has spoken to it. What are your qualifications, and who pays your f}

salary?

Dr. ELLIS. Mr. Wyden, I have a Ph.D. in pharmacology, and I'm s

the director of research for Philip Morris U.S.A.
Mr. WAXMAN. Would the gentleman yield to me?
Mr. WYDEN. I’d be happy to yield.

Mr. WAXMAN. I find it amazing when you have the scientific com- 9
munity, and we're not talking about just some people involved in
this issue, we have the Surgeon General of the United States, the 1
American Medical Association, the American Psychological Associa- 4
tion, the American Psychiatric Association, the World Health Orga-
nization, all coming to the conclusion as they look at the issue of §

657

addiction, that cigarette smoking is addictive. That i
( , ’ . s all on
side and on the other side are the tobacco companies. I say this %I::
cs:;a(;;s.?e it really raises a question of credibility. Who else is on your
Mr. SANDEFUR. Mr. Chairman——
Mr. WaxXMAN. I asked the question of this lady here.
Ms. ELLIS_. Mr. Waxman, I think there is technical, scientific lit-
erature available. 'And some of that I know you are aware of, be-
cause it was submitted to you, that indicates that nicotine cigarette
sml\(/}km‘g;V does not Anreet these criteria.
r. WAXMAN, e there any major health izati

woht/}ld Egree ot po? y j ealth organizations that
s. ELLIS. We would be happy to supply that information t

and other information that is in the scient)i,ﬁc literature. n o yen

Mr. WaxMAN. We'll hold th
for eldins ot e record open. I thank the gentleman

[The following letters were submitted:]
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Mr. WYDEN. Well, Mr. Chairman, I think what is really striking
is that the people who have no vested financial interest in this par-
ticular subject say that nicotine is addictive. And the people who
have a vested financial interest in saying otherwise argue that it’s
not. Now, I could keep going on.

I note that the National Institute on Drug Abuse has said that
nicotine is as addictive as heroine. They have indicated that it is
like 5 to 10 times more potent than cocaine or morphine, in terms
of producing effects on mood and behavior.

I have found it very interesting in listening to the testimony that
we have heard already today, all of you are comparing cigarettes
to traffic accidents, and television, and coffee, and soft drinks.

I don’t know anybody who charged that cigarette are causing
traffic accidents. I don’t know anybody that’s proved that coffee has
caused cancer. But what we do know is that the preponderance of
medical experts in our country say that nicotine is addicting, and
that there is solid indisputable proof that smoking causes lung can-
cer.
I'm just struck by how, when the chairman and other experts
pile up this mountain of evidence, report after report, the Surgeon
General, the American Medical Association, the World Health Or-
ganization, report after report, after report, after report, your com-
panies, who have a vested financial interest in saying otherwise,
are the only folks who make the contention, that is contradicted
even by your customers, that smoking is not addictive.

Mr. WaXMAN. Mr. Wyden, if you will yield to me. I just also want

to remark on the fact that this woman is the director of research
for Philip Morris, and this is a fundamental question, I would
think, for the tobacco industry, whether their product is addictive,

but you have reached the conclusion it isn’t.

You will have to do research to find out if there is any other rep- 1

utable organization, but you would think that if there were, you

would know it. But we will keep the record open. And we specifi-
cally want you to submit to us your research data that indicates |

that this is not addicting.

Mr. CaMPBELL. Could I enter a quote, sir, on the topic of addic- 3

tion?
Mr. WAXMAN. Yes, Mr. Campbell?

Mr. CampBELL. Could I enter a_quote, Mr. Chairman, from an

eminent person, with respect to addiction?

Mr. WAXMAN. Before we do that, I would like for you to submit '

your research data to us on this addiction question.

Mr. CAMPBELL. We said that we would submit data on addiction '

experts that agree with Dr. Ellis’ position.

Mr. WaXMAN. But I think we should have for the record your re- ,

search data showing it's not addictive.
Mr. CAMPBELL. I'm—we have—

Mr. WAXMAN. Let me ask it this way. I want from you any re- 1
search that you have showing it’s not addictive, and 1 also want |
any research data from you that shows it is addictive. Will you j

agree to submit that to us?

Mr. CAMPBELL. I see no ﬁroblem supplying material. We'll get

the appropriate people together from our side with the appropriate4
people from your side, and see how it can be handed over. v
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Mr. WAXMAN. Thank you.

Mr. Synar, I promised Mr. McMillan th
) , . at he would b
that we’d let Mr. Wyden go on a little longer. So if youew%i)ﬁi’ ::r(%

mit, I'm going to go vot P 4 ] 1
him another 5g mingutes. e. We'll assume he’s on his way, we'll give

%}Eriefé recess.]
r. SYNAR [presiding]. The subcommi i
or%/c{ar. l\I\/'IIr. McMillan is recognized for llgnr;llitrﬁieg il come back to
_ hr". CMILLAN. I thank the Chair. I think that Mr. Jim Johnston
Lr; reli_ogp%r}xll:gresatlatlzgn;gnt k<):h1';1.ra‘;:terized the nature of what we're
. otive behind most of this is a b
of tobacco and not a whole host of oth i A e use
h hings that bei
certed, On CNN lagt night, the gentloman f son, on CNN
last night, said that he was not i%f;r; o oD, o
: , said rested in banning tob b
my perception is that th i o think e
shi)fpld ’approach fhat we; 3;:.ontrary is true and I do not think we
we're going to abide by the chairman’s openi
pening state
(t)}gﬁeia;x;gdsut;r;d?rtdﬁi rfl;ﬂa’:h;vt?s zi)pply to tobac:(:lo sho%ld benz:.;gﬁe? E?(:
ber of ways iflcluding a wide f‘gxrlm sug%este e Y & pum
, ducts—alcohol, caffei
content products, su Sducts fo ducts— we
coxlxltclhgokon ucts, s agtafi stic.)ntent products, fat content products—we
ink it’s important to be candid in what w i
’ ) ] e are tal
{ }‘1,1?1 ;mi:k::.s elrr;tigiet g)%it. I've %sgdb alcohol in the past. lﬁlilcgog?lzutl'
, : e use of tobacco. Alcohol is e tial ’
use of alcoholic products. I drink coffe S ke e T d e
have conolic products. coffee. I .dont, lllge it 1f‘ it doesn’t
har}rﬁ caffeine in | sugalrl.{e candy. I don’t think I'd like it if it didn’t
e question is how do we deal with the fact th
. . t
gghlgls%sgze ;fc;irt;mhprodfu(l:ts hmay be harmful in %n: s;;;,) gfc:[s:
. e harmfu sically.
chglooglc}a:lly. They can modify%e)},la\cr?ory They can be harmful psy-
mehow or another, in all this, we don’t seem t i
:ﬁg goaggnﬁioﬁc?ted standards with respect to sirgilzi ;gg{lﬁl&g
an ow to deal with this issue rationally unless we
My first question has to do wi
. with the much ballyh i
gillf}?es?i(:siet) fl‘xzto 8h§:te Il;f:ca::rlrlletpublic.dWhy was niZot?gZdngtsﬁ’nt:?Sdsgé
s that were disclosed? An
Mr. JAMES JOHNSTON. Con it’ %o nicotine is the
natural somoonant of tﬁe . bgressman, it’s b_ecause nicotine is the
list 1o wpamont o 0 > tobacco leaf. Nicotine sulfate was on the
i n}l}i‘nuscule quantit;:as: it is required to be there by the BATF. It’s
is cup, if poured into a 3,000 gall i i
. L int 3, gallon swimming pool, -
c:ie’szlzvléov% much nicotine is Present in that ni%:oe;ine vsvgll;'ﬁerell)t
YA élM Ii measured. A’nd it's required to be there by the BATF
additis thaédAg% ierfod:nb% fﬁgulg‘e a secret list of the 30 to 40-p1u§
of gin in excess of alcohol, d ?
— ohol, do we?
are and beyond alcohol. Most of us don’t even know what they
fax&feiﬁsstggﬁs’gggs' ’fl';};'e bi(r;gre:iiienﬁstre}e}leased by these manu-
Y any macsterday goes far yond what has ever been provided
o : products. They’re not i i
0se processing agents. We have suppliedy;;hose0 d;ﬁguégeghzoglg-
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Government for over 10 years. We have fully cooperated with the
Department of Health and Human Services.

A prior chairman of this company testified before Congress in
1964 and offered our ingredient fist to Congress 30 years ago this
year. We've not been trying to hide anything. We've been fully co-
operative on this. We've been highly responsible in having not only
each of those ingredients analyzed, but analyzed in totality, ana-
lyzed in totality by independent toxicologists.

Mr. MCMILLAN. On the subject of the chart, Mr. Campbell, that ;
was subsequently discussed with respect to the testimony of Dr. 7
Kessler and relative content of tar and nicotine, isn’t it true over &
that period of time that we also went through a transition in pro- §
duction of cigarettes, trying to conform to consumer preference, and 3
that probably embraces the introduction and growth of filter-tipped
cigarettes and the decline of non-ﬁlter-tigped cigarettes?

How does that enter into the equation’

Mr. CAMPBELL. There’s been a number of things put up to show
that the overall levels of tar and nicotine over the last 40 years
have dropped in the neighborhood of 60 percent. Dr. Kessler main-
tained that that had stopped after 1982 and that somehow the nic-
otine level was going up.

Well, Mr. Johnston’s charts actually, once Dr. Kessler's data was
available to us and they could break it down, shows that the tar &
and nicotine has admittedly slowed down in terms of its average §
consumption, but it’s still going down and nicotine and tar are @
going down together, as they always have. 1

Mr. MCMILLAN. The introduction of filter-tipped cigarettes came §
about for what reason? 4

Mr. CAMPBELL. I think that the introduction of filter-tipped ciga- 3
rettes was in about 1953 or 1954 and I think that what happened §
was that the consumers expressed that they wanted a better way g%
to smoke and consumers were expressing an interest in, at that @
time, more mildness. But it has since become an interest in tar and §
nicotine and we've responded. ;

Mr. JAMES JOHNSTON. And, Mr. Congressman, there were public }
health concerns about tar. There were requests by the public i
health and scientific communities to reduce tar in cigarettes. It is |
quite a remarkable result that has been achieved. 5

Mr. McMILLAN. The filter tip, did it not only reduce tar, but also |
reduce nicotine?

Mr. JAMES JOHNSTON. Yes.

Mr. MCMILLAN. Proportionately? 4

Mr. JAMES JOHNSTON. Its intent was to reduce tar. By reducing: §
tar, it roughly proportionately brought nicotine down, as well. That |
wasn’t the intent by the manufacturers. In the context of this hear-
ing today, however, it is important because of all the allegation
that have been made about nicotine.

I point to one simple thing, which is if we had this Nation of ad-*}
dicts—now, addicts demand increasing dosages of products, of that' 3
substance. Heroin users go from 1 shot a day to 2 to 3 to 4. Here!,
is a Nation that has decreased its consumption of nicotine by two- 1
thirds. Common sense says this is not some overwhelming—— ]

Mr. MCMILLAN. But in the filter tip, there is a presumption of
removing something that was perceived to be potentially damaging :
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and the industry responded to it and th
y e
a preference for it. Isn’t that the truth or no(:tgnsumer demonstrated
ﬁr. el{{AMLlZS Jormirorq. Tar. Yes, sir. Tar.
r. MCMILLAN. Yes. And tar i i
@ el . was the one that was identified as
%r. ‘l{{AMl\]/‘I:S JO}H\Ii'{ON. That’s correct.
r. MCMILLAN. Although there may be some i i
. problems with -
fuée 1f}a{ken to excess. Has the government ever attempted to I%Ig(':g-
daisilos l1131‘:mlounfi of nicotine that goes into a cigarette? It requires
disclostire, understand that, but has there ever been an attempt
Mr. JAMES JOHNSTON. Not until recentl
. y, there hasn’t. Smok
kntovs{, ’have always known that nicotine is part of the natural %rﬁgﬁ
uct. 3 s been in the common vernacular for a long time. What has
is;:atr}?atsxgkers out of what are truly hysterical charges being made
is the are somehow adding nicotine to hook them or addict
One simple chart, the Sur ’ i
. : , geon General’s chart sh ’
just the opposite. A two-thirds reduction. We owe ist 2??:1112 ﬁ:ﬁ
:;&r‘lk gﬁzp;’le focxi‘ tihlg svgbcommittee, after they've done whatever
nee o, to go on record to say it is not t ’
checked this out, we agree with the tob o ramers e
) , acco manufacturers, w
agree with the Surgeon General of th i icotine
ha;{be;/x{x Il‘&duced, geon General e United States that nicotine
r. MCMILLAN. Has it ever been the intent of the law i
to
:ulhaaétl It:,gﬁacco products be sold with a nicotine content less th;flqélﬁ;i
natu y occurring in a typical blend of tobacco products or tobacco
Mr. CAMPBELL. No, absolutel icoti j
\ . No, y not. The nicotine has just
dohv;in (1)&1 its own in response to consumers’ interest in thé]:se axg:;se
Mr. CMILLAN. Has my time expired or can I continue? -
M; ‘:{AXMANCMI YouLgin take another minute.
r. MCMILLAN. me just conclude this round of questioni
I thlqk it’s been said, but it’s worth repeating. Anyone qanswleornirlrlligs:
ﬁgestlgxi. Does anyone produce a tobacco product in which you de-
erately try to engineer a nicotine content in excess of the natural
content of the tobacco leaf used in the product?
1\M/Ir. SIAMN}I’BELL. Absolutely not.
r. MCMILLAN. In fact, the opposite is true, right? Y i
, the , ? You d -
E:fcfwat}l::or?ourcrf{ tt}}xlet ﬁltelidng) is a case in point, gf product ghzr':gils
at would be contained in th i
Mr. CAMPBELL. Dramatically. © leaf itselt
Mr. MCMILLAN. That’s a true statement.
Mr. JAMES JOHNSTON. Dramatically.
I\M/Ir' %CMILLANThThank the Chair,
r. WAXMAN. Thank you, Mr. McMillan. Before I re i
v . , . cognize Mr.
a};ﬁra just for houselgeepmg purposes, Mr. Campbell, g'rrrlly stalf:f
o tg me to make this very clear for the record. What we’re re-
Scrili Ling of you is any report, memorandum or other document de-
cribing research conducted by Philip Morris on nicotine and addic-

tion, regardless of wheth
tion, er the docu icotine i i
hon, regardless of whether ¢ ment shows mcotme is addict-
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If you need to have our staffs meet about that, we will certainly §
make our staff available. But we would like a commitment from 4
you to get that. ]
Mr. CAMPBELL. I hear your request. I'll have to take it—TI'll make }
the commitment to look into it and to put the two staffs together.
I don’t know if there are any privileged documents involved. I'm
not sure. 1
Mr. WAXMAN. You're the Chief Executive Officer. For what rea- }
son could you not give us this research if it’s been conducted? ]
Mr. CAMPBELL. I have no problem giving you any material we §
have if it’s not in some way involved in active litigation at this #&
time. ;
Mr. WAXMAN. Let me tell you that litigation is not a reason not |}
to give the Congress of the United States information. We expect 3
to get it. Mr. Synar? E
Mr. SYNAR. Let me reiterate that there is absolutely no legal rea- &
son why you should not be required to provide that information. 4§
Your lawyers know that proprietary information provided to Con- §
gress does not make it public. It would be handled in a confidential 3
manner. £
Gentlemen, I'm a little bit distressed as 1 hear some of your an- 4
swers with respect to your flippant attitude on the impact of nico-
tine and its addictiveness and the impact of cigarettes in general. §
I call to your attention to your left, that stack of books, over- 3
whelming medical evidence, over the last 25 years of the 3§
addictiveness, as well as the hazard of the product that you &%
produce. :
Mr. Campbell, 2 weeks ago, Congressman Waxman released a }
study written by Dr. Victor DeNoble. I'd ask unanimous consent to §
enter in the record at this time Exhibit 5-A. L
Mr. WAXMAN. Without objection, that will be the order. 4
Mr. SYNAR. As you know, Dr. DeNoble was a research scientist |
at Philip Morris during the early 1980’s. You have in front of you §
the DeNoble study. Dr. DeNoble was studying the nicotine of rats. 4
In 1983, he found that rats will self-administer nicotine when
hooked up to an intravenous nicotine solution. In other words, they -
will work to get nicotine. And as Dr. Kessler told us in the hearin,
in which he testified, self-administration of this type is hallmar .
addiction.
T'd ask unanimous consent to enter in the record Exhibit 6.
Mr. WAXMAN. Without objection, that will be the order. 4
Mr. SYNAR. Mr. Campbell, before you is a press release, your j
press release that said that Dr. DeNoble’s study showed exactly the 3
opposite. I have a copy here, which is marked, and it says that the j
DeNoble study showed that nicotine is “in a class of non-addictive j
chemical compounds, such as saccharine or water.” 1

I don’t think any of us are ever going to find, Mr. Campbell, a &
study that shows rats or any other animals will self-administer sac
charine or water intravenously the way they do nicotine.

I ask unanimous consent to enter in the record Exhibit 7.

Mr. WAXMAN. Without objection, that will be the order.

Mr. SYNAR. Mr. Campbell, this is a letter from the Director of th
National Institute of Drug Abuse regarding the DeNoble stud;
which is in question here. This letter directly contradicts your as-
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sertions. According to the expert Federal agency on d
iarﬁgc{aettentl}ela%uoye tyom gt, “Thesfg findings frogm the BeN%gleasthé?
nicotine has reenforci i
m%ﬂ? e ?gdiitive Ine has reer rcing properties, one of the hall-
et, with this overwhelming evidence by medical expert

continue to contend that your study shows tjge op osite.x\voufc’l §83
have this subcommittee believe that the Nationalplnstitute doesn’t
knlelv: thVMtfl;ll;]s3 :I'iu(iiy wa§tconducted or understand it at all?

. . I can’t com . i j i
dog/lfmeént L. L cant « ment. I obviously just received the
r. SYNAR. Mr. Campbell, was Dr. DeNoble’s work part of
co}ipphanys effort to develop a nicotine analog, which axga chgmi)::oali;
which would have addicting or reenforcing features without any of

some of the nicotine side effects? Yes or no?
%r. %AMPBELL. Yes.
r. SYNAR. OK. I have h i
enltigr i‘lflvthe IR a ave 8.ere and I ask unanimous consent to
r. WAXMAN. Without objection, that will be the order
Mr. SYNAR. It is a 1980 internal memorandum written by one of
¥gé1er tsg:‘elr‘xt;lsts, I{Lh Charles. This memorandum describes nicotine
re Rgches tclsrt?arc that your company was funding at the University
VMVas éhis relatedIto Dr. DeNoble’s work?
r. CAMPBELL. I studied this matter in general, but you've now
?r?é’?red into a depth of study that I—can I ask Dr. Ellis to help
Mr. SYNAR. Mr. Campbell, was this part not
: ) —t
ask them. Was this part of Mr. DeNobleg workq? urn around and
Mr. CAMPBELL. Yes.
hill)\/iltr.gSYNAR. I ask unanimous consent to enter in the record Ex-
Mr. WAXMAN. Without objection, that will b
. 1 Lion, e the order.
Mr. SYNAR. There’s something that bothers me, Mr. Campbell
:z_ven more than your complete misrepresentation and characteriza:
ion of the DeNoble work. It's the apparent attempt by your com-
pany to suppress the findings in the DeNoble study and to keep the
lmlgortant study secret because it might hurt the industry.
b ow, let me go through the chronology with you. Dr. DeNoble
Su nlllltte}:i his study to a leading scientific journal
edygoroppuiﬂ?é:g?gggyftm 1983(.1.{’:3 c‘lna% }Feer reviewed. It was accept:
. was edited. i
DeINoblle aithdrew the sty en, at the last minute, Dr.
n a letter written to Philip Morris on Philip Morris stati
ghlgh you have before you, Dr. DeNoble expll)ained that ﬁgns,vrgs,
1]t3 drawing that study “for reasons beyond my control.”
Wenlt‘:. tl})ls(l)\{log det }ri'esubmltted that study in 1985, Mr. Campbell. It
e same peer process. I’ ibi '
m?v([le rough the same peer process. I'd ask for Exhibit 10 to be
r. WAXMAN. Without objection, that wi
[Test.ln_lony resumes on p:] 685.] will be the order.
(Exhibits 5-A through 10 follow:]
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DOCUMENT 4
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Mr. SYNAR. It then had to be withdrawn again. According to this
letter written to the journal editor, the reason was that Philip Mor-
ris had “issued an injunction against publication of this paper.” The
letter was from the editor, as you can see.

Mr. Campbell, do you deny that Philip Morris kept the DeNoble
study from being published?

Mr. CAMPBELL. I will not deny that.

Mr. SYNAR. You did keep it from being published.

Mr. CAMPBELL. Yes. We did not in any way employ legal tech-
riques, such as injunctions, but we did not choose to publish that.

Mr. SYNAR. Isn't it true, Mr. Campbell, that prior to the time
that Dr. DeNoble submitted his study to the journal in 1983, his
study had been reviewed by Philip Morris for publication?

Mr. CAMPBELL. I believe that to be the case, yes.

Mr. SYNAR. All right. In its press release, Mr. Campbell, Philip
Morris states that it did not obtain an injunction against the publi-
cation. My question to you is did Philip Morris, its attorneys or any
of its employees threaten a court injunction that would be sought
against Dr. DeNoble if the article was published?

Mr. CAMPBELL. Not to my knowledge, sir, and I have investigated
to some extent.

Mr. SYNAR. Do you have a written memo on that investigation
from your staff?

Mr. CaMPBELL. I don't think so.

Mr. SYNAR. If you do, would you leave that memo available for
the record and submit it?

Mr. CAMPBELL. Thank you.

[The following letter was received:]
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Mr. SYNAR. The subcommittee was informed, Mr. Campbell, that
in early 1984, Philip Morris or Berkeley closed down the research
laboratory of Dr. DeNoble and his colleagues and the employees
were told to find other jobs. Is that true?

Mr. CamPBELL. That’s correct.

Mr. SYNAR. Is it true that Philip Morris took that action because
of the adverse research findings that were being found by the lab-
oratory?

Mr. CAMPBELL. No.

Mr. SYNAR. Does Philip Morris have copies of any of Dr.

DeNoble’s studies, reports, notes or any other documents pertain-
ing to work he performed or any other documents pertaining to his
animal research?

Mr. CAMPBELL. I would think that we do, sir.

Mr. SYNAR. Will you provide those documents to the subcommit-
tee and for the record?

Mr. CAMPBELL. I see no problem.
Mr. SYNAR. The subcommittee contacted Dr. DeNoble, Mr. Camp-

bell, to ask his version of the events and Dr. DeNoble informed this
subecommittee that he would be unable to talk to us because it may
be subject to a confidentiality agreement that he has with your
company, Philip Morris. Therefore, it would bar the testimony of
Dr. DeNoble because of that agreement.

Mr. Campbell, will you release Dr. DeNoble from his confiden-
tiality agreement so that he can appear voluntarily before this sub- }
committee to tell us what really happened? 3

Mr. CamMpBELL. I don’t know of the confidentiality agreement. So
T'd have to have an investigation, but then I will answer. 1

Mr. SYNAR. Will you release Dr. DeNoble from any contractual j
arrangements that would allow him to voluntarily testify before
this subcommittee? 4

Mr. CAMPBELL. Dr. DeNoble is quite on record in a—— 1

Mr. SYNAR. Yes or no? Will you allow Dr. DeNoble to come for- :

ward?
Mr. CaMPBELL. 1 see no problem and our people will discuss it 1

with you. 3
Mr. SynaR. No. That's not the question. Mr. Campbell, Dr.
DeNoble will voluntarily appear if he can get through the agree-
ment that he has with your company. Will you release him from j
that agreement? :
Mr. CampPBELL. Can I check with my counsel at this time? i
b MI(‘i SYNAR. I just want to know. You're the chairman of the
oard. 1
Mr. CampBELL. No, I'm not, sir. I'm just the president, but—
Mr. WAXMAN. Mr. Synar, let’s give him a minute. !
Mr. SYNAR. All right.
Mr. CampsiELL. We'll do it, sure. 4
Mr. SYNAR. Thank you. Mr. Johnston, do you currently have ani- }
mal research going on in your laboratory?
Mr. JAMES JOHNSTON. I believe we do, yes. 1
Mr. SYNAR. Will you make available to the subcommittee all doc- 1

uments pertaining to that animal research that you are presently E
and have in the past conducted? : 4
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Mr. JAMES JOHNSTON. Thos i i i
priguctsdevelopment ose which do not involve proprietary

r. SYNAR. Mr. Johnston, that is an unacceptabl

. . . . -’ e a ) -

’;f‘xﬁztag ;lnf';ormlatlc_)rg is available to Congress ig conﬁd.crelrm,aflelr ffrl;g

0 » . . :

That is nc a legitimate excuse for not providing it to the sub-

Mr. JAMES JOHNSTON. Congressma i
%l[h. §YNAR }'ou oy ﬁnish.gr n, may I finish my response?
r. JAMES JOHNSTON. Those documents which relate t i

N. ] 0 s fi

grgduct development, it is my clear understanding that w?t?}fétig

Jﬁls;lzigc :(]e)rzpczgeful tw1th th(}se documents, we could then have the
! epartment come after us fo i- iti i

this}fequlres T A onts. r anti-competitive behavior. So

way, ave no problems with cooperating with this committee in any
Mr. SYNAR. Mr. Johnston, I take that i

' Ir. , as a yes that you will pre-

vide all the animal research i f ot

ar;{presently—— rch and laboratory information that you

r. JAMES JOHNSTON. We will provide an

. y reasonable data.

ThM‘s" SYNAR. No. That’s not what I'm suggesting, Mr. Johnston

at’s not up to your determination what is reasonable. I'm askiné
yp(tll, wllln you and will every one of the gentlemen to your right pro-
‘t?l iSe ?om;:;ietstenttimz 11')11'ev1ously conducted animal research data to
this Johnston?’e at has been done, and reports, notes, et cetera.

Mr. JAMES JOHNSTON. I will repeat if—

ﬁr. ?YNAR Yes or no, Mr. Johnston?

T JAM ) . 1 .
pelt\}[tive la vI:JIS JOHNSTON. If there is a possible violation of anti-com-

r. SYNAR. Mr. Johnston, 1 i
d011\14’t Symar. M , let me give you the rules. Maybe you

r. JAMES JOHNSTON. I will not knowingly——

%/I/Ir. ?YNAR.JMr. Johnston. &Y

r. JAMES JOHNSTON [continuing]. Violate the law
thglfj SYIEIJAR Mr. Johnston, you cannot withhold information from
fhe US. ongress. Now, we can either ask you to provide that in-
nrrkr)la 1?n or we can use our subpoena power to do that. There is
}(13 ar from that information on the basis that it is proprietary or
t :\3{; the_rlela 1; pending litigation. v

e will have our lawyers explain to your la i !

ur lawyers wyers, if that -

?ssary and I don’t think it is, that the providing of proprietasrymiar(;-

th!;rlr'lez}icz)l;): v?o(iei' not corfl‘stltute making that information public

a I . . 3 ’

thfa\;; o e ing any formulas or particular private information

ow, the question I ask you one more time

> . . and to each tle-

Lnoin tfg your right. Will you provide us all the test repor%:narfd

: es from all animal laboratory testing that you are presently or
OIK/Iner}Jy been t}nvolved in? Yes or no?

r. JAMES JOHNSTON. I will provide those documents which
Iﬁggithreaten a Justice Department charge of anti-competitiiﬁe bi?
ooy 0; and I will require, Mr. Congressman, some kind of assur-
tivee' x%om the subcommittee staff that those proprietary, competi-

information be held in confidence. We've had some issues late-

|
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ly of data being released in an inflammatory sense, in possible vio-

latli'(I)xr'1 O\s‘VaAXMFeAdNeI..a}Iust a minute. The questiont_is \A{ﬁezhgll;i gos‘i;.l}f

ing bmit this data. You're not sugges ing tha i -

gggr%litge: uheirsll released any data y(‘))u ve submitted to us In con
fidence in any improper vIv\?y, l\a;lx;e (}5%1;1 nan
STON. INO, . .

1\161[;: {’VAMAXMESANJ(?H\?ou will submit the data. May 1 have the answers

5? We'll have to move on. _ ) ]
froLr'Inrt};lI?A%trl)nﬁ?(l)‘. I'm unaware that we have any in-house animal re

search. ]
_Speak into the microphone. ) ) )
%\\/I'Ii' YI‘VAA]})(II;;JAg I’xg unaware that we have any in-house animal re
Seia\llif'hWAXMAN. Whatever youTha\;:a?, we want yo
i to that, Mr. Tisch? ) N
usi\’lvx"h1'}‘1%(()3111&.a %1::: s‘i)r. We will provide to Congress whatever is ap- .
5 ired by law, sir. ) ] ,
prg}glaégﬁzi réz?xtlemer};, let me explain t_(l)l ymé i(;m:gﬁn;% ;gt:,lf
. na this information, you will no ' -
}rilai‘r’li zzesgggggpriateness g{lthefinforglatminn.dslfdgf:; rcl?)?e:lt?:é‘ozgi
i to submit information, es, »
2‘? tcael;;lcl,li',aagorlfa ethe subcommittee may be.forced to consider a sub
poena th’rough which we will get all the information.
’ tand that, sir. ) )
%II’I; wmnﬁ? ;ou committing to cooperate with the sub
mmi t us the data? . ) )
coﬁ?lt'lt‘fseciln% eave not, not cooperated, with the cqmmltt%e. Iﬂl;.{:
I said, I will be glad to provide whatever is appropriate and W
ever y’ou require of us and wh;:\tever you ask of us.
. Mr. Horrigan? _ o
1\1&5 \};Iv(%mae will gcooperate. %ndtlf }‘ fcrlllqy, }?;c ai};sg J%lggu;'::
. is .
I am somewhat appalled by the conduct o - hes A
i i i to devote their time an 1
vited responsible executives here & ote thelr tirme Eons. You &
honesty to the answers. You overwhelm peop stions. 100 |
like to think if we were going ]
ask yes and no. And I would e T O rather ]
re, a true exchange, for you to k ; r
?I?agxgg:gg;ogf minds made up, we should be given chances in fu 2
ture questioning to e:IE%)angl, if necessary.
AXMAN . Horrigan—— ) ) B
I\I\CII; vIYIORRIGANI\./IrVVe will cooperate fully with the question rep-
resented by Mr. Synar. ) - .
AXMAN. our answer is yes. Mr. Sandefur: :
lltlllli VSVANDEFURS.O es. We will cooperate. We have not done any 1

animal research.

AXMAN . Johnston?
lltg vIgONALD' .I}/(IJI;D:IIQT(X)IX::. Yes. We will cooperate. We have not 1

jes i iliti 1 would point

uch studies in our own facilities. However,’ ] g |
gg?etha:tyirsl the period of the 1930’s .through the.196(%3 s,nwe dgc} :ﬁ".

ticipate in a program of grants with the_Medlcal 0 eggde 1

ginia, and that information may be something we cqan provide. ]

Mr, WaXMAN. Thank you very much. Mr. Bryant? « oach of B
Mr. BRYANT. Thank you very much. I would like to as eat x

you sort of a rhetorical question 1 think I know the answer to ;

u to submit it to _§
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ready. But it is true, is it not, that in product liability cases that
have been filed against the tobacco companies that seek to hold
your companies responsible for the illness or death of a smoker,
one of the defenses which the tobacco companies always assert is
that the sick or dead individual who smoked did so as a matter of
his or her own free choice and that he or she, therefore, assumed
the risk of diseases which are publicly associated with smoking.

Isn’t that the case, Mr. Johnston?

Mr. JAMES JOHNSTON. There is virtually universal awareness by
the American public of the health risks involved in smoking. That
is part of litigating these issues.

Mr. BRYANT. I just asked a question. I do not want to cut you
off, because I want you to be able to give a full answer. But you
have got to answer the questions pretty quickly. It is the case, is
it not, that your usual defense is the smoker smoked voluntarily
as a matter of free choice and, therefore, assumed the risk and you
are not responsible? Is that not the case?

Mr. JAMES JOHNSTON. That’s correct, sir.

Mr. BRYANT. Is it also true that your argument that smokers
continue to smoke as a matter of their own free choice is a key part
of %hg defense? It is the essential part of your defense. Is that not
right?

Mr. JAMES JOHNSTON. I wouldn’t characterize it as essential. It
is part of the defense, yes, and part of the American record.

Mr. BRYANT. Is it not the case that that defense would be wiped
out if you conceded here today or any forum that nicotine and your
products are addictive?

Mr. JAMES JOHNSTON. Mr. Congressman, I don’t know. Addiction
is a term that is——

Mr. BRYANT. We all know what it means. Would it not be the
case if you conceded here today that nicotine was addictive and
your products were addictive, that you would no longer be able to
claim that the sick or dead individual smoked as a matter of free
choice? Is that not the case?

Mr. JAMES JOHNSTON. I can tell you what juries believe. Juries
usually believe, because of the common definition of addiction, that
the person was addicted, but the person can quit.

Mr. BRYANT. The fact of the matter is that you can not sit here
today and say to us that people made a free choice to smoke if you
also concede that once a person starts, they are addicted. Now, you
cannot do that.

So it is very clear that you all have a very clear economic inter-
est in telling the American people and in sustaining the idea and
saying and not deviating from the assertion that your products are
not addictive. I think that is just a matter of logic.

Mr. JAMES JOHNSTON. I respectfully disagree with you. The
truth, Mr. Congressman——

Mr. BRYANT. So you think a person could be addicted to ciga-
rettes and you could still assert that they smoked as a matter of
free choice.

Mr. JAMES JOHNSTON. I'm telling you that the truth is the truth.

I will speak the truth as I know it, disregarding litigation con-
sequences. If we——




